The next table (shown) was compiled from the post-operative complications. One surgeon who sent answers said he thought it would be found that the postoperative complications exceeded the spontaneous, but that idea was not borne out by the figures, though he wondered whether all the post-operative complications had been returned. Forty-eight were post-operative, 89 per cent. after chronic sinus suppuration, 10 per cent. in acute sinus suppuration. In forty-three of the cases of multiple sinus suppuration with complications one or more of the affected sinuses were left untouched by the surgeon. Therefore there was a tendency for post-operative complications to arise: (1) where several sinuses were affected, and (2) where certain of the sinuses were left unoperated upon. Complications occurred in twenty-two intranasal operations, and after twenty-six external operations.
Osteomyelitis occurred in 58 per cent. operated cases; in ten of the twentytwo intranasal operations, in eighteen of twenty-six extranasal operations, showing that the danger of osteomyelitis was not confined to the extranasal operation; and he agreed with Mr. Tilley that osteomyelitis occurred after operations on the antrum; it might begin in the wall of that cavity. Osteomyelitis followed frontal sinus operation in three of eight intranasal operations, and in twelve of twenty external frontal operations. In the answers sent in, the type of external operation was frequently not stated.
Mr. J. ALDINGTON GIBB said he showed in the other room a patient who came to hospital suffering from intense headache, frontal, vertical, and sometimes occipital; it was so tender that the patient could not bear the forehead to be brushed by the hand. He said he had not slept for eleven days, and the pain had been present two months. There was a slight puffiness above the frontal sinus. Transillumination showed dullness in the antrum, and dimness in the frontal sinus. Pus seen in middle space of left naris. He did not feel sure there was frontal disease, therefore he merely took away a small part of the anterior wall. He found the antrum free from pus, but the supra-orbital nerve was intensely inflamed, and appeared about the size of a large silk ligature, and was purple in colour. He pulled it out of the supra-orbital canal. He bored a hole in the fronto-nasal duct large enough to drain it with a good-sized rubber tube, and opened the maxillary antrum. Twenty-four hours later the tube was removed, the patient was quite free from pain, and there was no longer any discharge from the nasal cavity. Pain in the mastoid did not seem to him to be always due to sphenoid disease; he had seen many cases of pain there entirely due to maxillary disease, and it cleared up after treatment directed to the maxillary antrum. He had known pain in the external auditory meatus which was due to the presence of tooth stumps in the upper jaw. The pain was relieved, not cured, by extracting the stumps. The maxillary antrum was opened and treated.
Sir STCLAIR THOMSON said it was desirable to bring out the distinction between traumatic and spontaneous osteomyelitis of the frontal bone. In his own clinic there had been a considerable number of what he called spontaneous cases. In a large number of those the history they gave was that they had been in a swimming bath or in the sea. Most of his cases had been dealt with successfully by Mr. Hope. But the post-operative osteomyelitis was an Section of Laryngology entirely different story. In his earlier days he had several of these cases and they did not recover; others had, however, recorded post-operative cases in which the disease was checked. Like Mr. Tilley, he had not yet seen a post-operative case of the disease recover.
He differed on one point which it was very important for the juniors to remember. He referred to the comparative disregard Mr. Woodman seemed to have for opening the cranial cavity; that gentleman said that with precautions and the application of a little iodine there was no cause for alarm. This might be so when there was no nasal suppuration about. When attempting to remove malignant disease in the nose, he (the speaker) had more than once opened the cranial cavity without disaster. Some of the members had seen him do a Moure's operation in November, 1922. Here, while tracing up the malignant disease to its source, which he had thought to be in the ethmoid, he found himself wandering inside the cranial cavity. For the growth originated in the pituitary body, yet the patient had no meningitis, and she was still alive. But it was quite a different story to operate on a septic nose, with pus about; if in these cases the cerebral cavity was opened, there followed a meningitis which was inevitably fatal. Hence opening the cerebral cavity should be religiously avoided.
Dr. W. S. SYME said that it was difficult to know what part of this extensive subject to discuss, subject to a time limitation. He felt that if one had to operate externally on the frontal sinus, Howarth's operation was the best. He had done many intranasal frontal sinus operations, but under protest in his own mind, as he objected to an operation in which it could not be clearly seen what one was doing. He believed that if sufficient drainage could not be obtained by breaking down the anterior ethmoidal cells, then, if the suppuration continued, an external operation should be done, and preferably that devised by Mr. Howarth.
In connexion with operation on ethmoids and sphenoids, he had been much interested in Dr. Gardiner's demonstration, because he (the speaker) had procured Sluder's instruments, and had tried the operation and did not feel satisfied with it. Even now, after Dr. Gardiner's demonstration, he did not see any reason to adopt his method or to vary his own procedure. In many cases in the past he had treated sphenoid and ethmoid disease by Lack's metbod, i.e., passing a Moure's ring curette under the cribriform plate, well back, and then working downwards and forward, removing the middle turbinate, and opening up the ethmoidal cells. Then he passed into the sphenoidal sinus. Dr. Gardiner said he opened into the sphenoidal sinus from the centre of the anterior wall. The skiagram Mr. Woodman had put on the screen very well illustrated what he (Dr. Syme) wanted to say. If one perforated the sphenoidal sinus from the centre of the anterior wall, some day the bellying down of the roof would be perforated, and he felt great respect for the dura mater covering the floor of the cranial cavity. The safest place in which to open the sphenoidal sinus was the external angle of the anterior wall; the bellying did not occur in the external superior angle, and if a long spoon were put into that angle, using pressure downwards and inwards, one was as safe as one could be. Then the curette could be put into the side of the sphenoidal sinus and the curetting be done forward, because the posterior and other ethmoidal cells were on a plane external to the external wall of the sphenoidal sinus. Whenever the ethmoid was dealt with, thoroughness should be the aim. The only danger
